2021-2022 Child Influenza Vaccine Administration Record

6 Months - 18 Years
Influenza Strains: ¢ an A/Wisconsin/588/2019 (H1N1) pdm09-like virus; « an A/Cambodia/e0826360/2020
(H3N2)-like virus; = a B/Washington/02/2019- like virus (B/Victoria lineage); « a B/Phuket/3073/2013-like virus
(B/Yamagata lineage).

Name: (Last, First, Ml) DOB: Age:
Sex: M / F
Street Address:
City: State: Zip:
Phone:
Ethnicity: Hispanic Non-Hispanic:

Egg Allergies: Yes / No

. Race: White/Caucasian:
Latex Allergies: Yes/ No

Black/African American:

Is your child insured: Yes: No: .
e ey ere s - Asian:
Medicaid Eligible: Yes: No: (Well -
Sense, Ambetter, NH Healthy Families, Anthem, Pacific Islander: _____
Harvard Pilgrim or Minuteman Health) Alaskan Native or Native American:

Questions for 6 months to 8 years ONLY:
Is this your child’s first time receiving a flu vaccine OR have only previously gotten 1 flu vaccine?

(Please circle): Yes or No - if “Yes” —give 2 doses - if “No” proceed to next question
Has your child received a total of at least 2 doses of flu vaccine at any time?

(Please circle): Yes or No —if “Yes” —give 1 dose - if “No” — child needs 2 doses* (Note: * given at least 4 weeks apart)

| request the City of Nashua, Division of Public Health & Community Services, City of Nashua, to provide Influenza vaccine in
accordance with the established policies & practices. | further agree to hold harmless the City of Nashua, its agents & employees
from any and all claims, demands or liability in connection with provision of services. | hereby authorize the release of this
information as deemed necessary to the proper provision of services to this client.

| have read or have had explained to me the information on this form and the attached information sheet about influenza vaccine.
| have had a chance to ask questions which were answered to my satisfaction. | understand the benefits/risks of the influenza
vaccine and request that it is given to me or the person named below for whom | am authorized to make this request.

PARENT/GUARDIAN SIGNATURE DATE
For Clinic / Office Use Only:
Vaccine/Manufacturer/Site (Please check ONE): Date on VIS: 08/06/2021

O FLUARIX® GlaxoSmithKline - INJECTABLE- 0.5ml single dose pre-filled syringe — 6 months through 18 years
0O FLUZONEZ® sanofi Pasteur - INJECTABLE- 0.5ml single dose pre-filled syringe- 6 months through 18 years

Site: INJECTABLE - DLEft/D Right Arm OR DO Left/Right Thigh 0O Nasal 0O Child not vaccinated
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Date Vaccine and VIS Administered:

Name and Title of Vaccine Administrator: RN
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2021-2022 Record de Vacuna de la Influenza para nifjos de

6 Meses- 18 Anos
Influenza Strains: ¢ an A/Wisconsin/588/2019 (H1N1) pdm09-like virus; « an A/Cambodia/e0826360/2020
(H3N2)-like virus; = a B/Washington/02/2019- like virus (B/Victoria lineage); « a B/Phuket/3073/2013-like virus
(B/Yamagata lineage).

Nombre: (Apellido, Nombre) Fecha De Edad:

Nacimiento: Sexo: M / F

Direccion:

Ciudad: Estado: Zona Postal:
Teléfono: () Grupo Etnico: Hispano No Hispéno:
¢Alergia a huevos? : Si/ No Raza: Blanco:
¢Alergia al Latex: Si/ No Negro/Africano Americano:
Tiene su hijo seguro Médico?: Si: No: o .

Asiatico: Isla del Pacifico:

Es su hijo elegible para Medicaid: Si:_ No:
(Well Sense, Ambetter, NH Healthy Families, Anthem, | Nativo de Alaska/Nativo Americano:
Harvard Pilgrim or Minuteman Health)

Preguntas para nifios de 6 meses a 8 Afios solamente:
¢Es esta la primera vez que su niiio recibe la vacuna contra la influenza o a recibido alguna previamente?

(Por favor circule): Si o No — Si es “Si” —Dar 2 dosis - Si “No” continle con la siguiente pregunta
¢Ha recibido su hijo un total de al menos 2 vacunas contra la influenza en cualquier momento?
(Por favor circule): Si o No — Si es “Si” —Dar 1 dosis - si “No” — el nifio necesita 2 dosis*

(Nota: *se da 4 semanas después de la primera)

Yo solicito que la Divisidén de Salud Publica y Servicios Comunitarios de Nashua suministre la vacuna contra la Influenza (Gripe)
de acuerdo con las regulaciones y practicas establecidas. Estoy completamente de acuerdo de no responsabilizar a la Ciudad de
Nashua, sus agentes y empleados por cualquier reclamo, demanda u obligaciones en coneccidon con la provisidn de servicios a
esta persona. Por medio de la presente autorizo facilitar esta informacidn cuando sea necesario y proveer servicios al cliente.

Yo he leido y me han explicado la informacién en este formulario sobre la vacuna contra la Influenza (Gripe). He hecho preguntas
y se me han contestado satisfactoriamente. Yo comprendo y creo en los beneficios y riesgos de esta vacuna y solicito que sea
suministrada a mi o a la persona por la cual estoy autorizada/o pedirla.

Firma de la persona que recibira la vacuna o persona autorizada a dar consentimiento.

Persona/Padre/Tutor Legal Fecha

For Clinic / Office Use Only (*PARA USO DE LA CLINICA SOLAMENTE*):

Vaccine/Manufacturer/Site (Please check ONE): Date on VIS: 8/7/2015 / 8/15/2019

O FLUARIX® GlaxoSmithKline - INJECTABLE- 0.5ml single dose pre-filled syringe - 6months through 18 years
0O FLUZONEZ® sanofi Pasteur - INJECTABLE- 0.5ml single dose pre-filled syringe- 6 months through 18 years

Site: INJECTABLE — DlLeft/O Right Arm ORDO Left/Right Thigh O Nasal | DO Child notvaccinated
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Lot Number: Expiration Date:
Date Vaccine and VIS Administered:
Name and Title of Vaccine Administrator: RN
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